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ABSTRACT

Background: Hysteroscopy is the gold standard for eval-
uating intrauterine pathology. The majority of physicians
currently perform hysteroscopy in the operating room.
Lack of training has been cited as a barrier to performing
office hysteroscopy; however, resident training in office
hysteroscopy has not yet been evaluated.

Methods: A prospective cross-sectional survey was per-
formed. A validated 17 question survey tool was sent to
297 program directors of Accreditation Council for
Graduate Medical Education accredited obstetrics and
gynecology residency programs for distribution to their
residents. The survey utilized a Likert scale to assess resi-
dent interest in learning office hysteroscopy, satisfaction
in training, and perceived self-efficacy to perform office
hysteroscopy independently upon graduation.

Results: Two hundred and ninety-three obstetrics and
gynecology residents responded. Of the respondents,
26.3% reported receiving training in office hysteroscopy.
There was no statistically significant difference in training
among postgraduate years or program regions. A greater
proportion of male residents received training when com-
pared to female residents (42.9% vs. 24.2%, p= 0.019).
Ninety-four percent of residents reported interest in
learning office hysteroscopy. Satisfaction with hysteros-
copy training in the operating room versus the office was

91.1% vs. 11.3% respectively. Of the fourth-year residents,
17.4% felt they could perform office hysteroscopy inde-
pendently upon graduation and 14.5% reported feeling
comfortable performing the procedure.

Conclusions: Residency training in office hysteroscopy
is lacking and residents are unprepared to perform the
procedure after graduation. Enhanced residency training
in office hysteroscopy would likely improve resident
comfort and ability to perform office hysteroscopy in
practice.

Key Words: Curriculum, Education, Office Hysteroscopy,
Residency.

INTRODUCTION

Residency training is pivotal in preparing physicians to
practice in their designated specialties and must be con-
tinuously adapted to ensure trainees develop appropriate
competency. When surveyed on preparedness post resi-
dency, 28.2% of obstetrics and gynecology (OBGYN)
graduates reported a lack of confidence in their surgical
skills.1 Similarly, a survey of fellowship program directors
found that residents’ surgical skills were deficient, and
they were not adequately prepared for fellowship train-
ing.2 This further highlights the importance of optimizing
resident surgical training. With patient care migrating
from an inpatient to outpatient setting, surgical training
must similarly adapt.3

Hysteroscopic procedures are a standard method for the
evaluation and treatment of pathology within the uterine
cavity. Hysteroscopy has proven to be both more sensi-
tive and more specific for identifying uterine pathology
when compared to alternative diagnostic tools and is
essential in gynecologic care.4,5 Although traditionally
performed in the operating room (OR), technological
advancements have allowed hysteroscopy to be per-
formed safely and effectively in an office setting, resulting
in easier scheduling, shorter recovery times, decreased
days off work, and higher patient satisfaction.6–8 Pain
with the procedure is minimal and analgesia is often not
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required.9 Additionally, office hysteroscopy is cost-effec-
tive as the need for a more costly OR hysteroscopy is of-
ten eliminated.10,11

Despite its many benefits, it’s estimated that only 15% of
providers perform office hysteroscopy.4 In addition to low
reimbursement and high equipment cost, lack of training
was one of the most cited reasons for not performing the
procedure.12 In 2017, the Centers for Medicare and
Medicaid Services increased relative value units and reim-
bursement for office hysteroscopic procedures and
decreased reimbursement for procedures performed in a
hospital or ambulatory outpatient setting.8 While this
change eliminates the obstacle of low reimbursement,
other barriers to performing office hysteroscopy, such as
training, are still present.

The primary aim of this study was to determine what pro-
portion of residents in Accreditation Council for Graduate
Medical Education (ACGME) accredited OBGYN pro-
grams receive hysteroscopy training in an office setting.
Secondary objectives were to assess residents’ interests in
learning office hysteroscopy, their overall satisfaction with
their training, and their perceived self-efficacy to perform
office hysteroscopy independently upon graduation. We
hypothesized that residency training in office hysteros-
copy is lacking; leaving residents unprepared to perform
the procedure upon graduation.

METHODS

This study was reviewed by the local institutional review
board and deemed exempt under 45 CFR § 46.104(d)(2).
The study design was created following the Checklist for
Reporting Results of Internet E-surveys (CHERRIES)
guidelines.13 A novel 17 question survey tool was created
for the purpose of this study. The survey was validated
utilizing face and construct validation by two experienced
gynecology attending physicians.14 The questions were
developed to address issues that have been previously
cited as barriers to performing office hysteroscopy.4,12 Our
study focused on the setting in which residents received
hysteroscopy training. We did not differentiate between
the other domains of hysteroscopic procedures such as
pain management, model of care, type of procedure, or
approach of procedure.15 We defined office hysteroscopy
as any hysteroscopic procedure performed in an outpa-
tient physician office in the absence of parenteral seda-
tion, regional anesthesia, or general anesthesia.15

Conversely, OR hysteroscopies were those performed in
an operating room where general anesthesia could be

administered.15 A Likert scale was used to assess resident
interest in learning office hysteroscopy, satisfaction in
training, and perceived self-efficacy. Self-efficacy is the
belief in one’s capability to accomplish a task.16 In con-
trast to traditional confidence measures, the social cogni-
tive theory of self-efficacy is based on the notion that
individual actions are situation-specific and influenced by
the action of others.17 Prior studies have demonstrated
self-efficacy as a valid and more precise measure of confi-
dence.17 Basic demographic information was also col-
lected. Survey data were collected using a password
protected, cloud-based survey software (SurveyMonkey
Inc., San Mateo, California, USA). The survey was anony-
mous and no personal information was collected. IP
addresses were tracked to ensure unique responses to
each survey and cookies were enabled to prevent multi-
ple responses. The deidentified dataset was kept on pass-
word protected computers. The survey was voluntary.
Residents were not compensated for their participation.

All OBGYN residents enrolled in an accredited ACGME
residency program were eligible to participate. The only
exclusion criteria were OBGYN residents not enrolled in
an accredited ACGME program. This was a closed survey.
Only individuals with the unique survey link were able to
participate. Programs were contacted three times over
the course of three months to participate (November 1,
2019 – January 31, 2020). The programs were substratified
into Northeast, South, Midwest, West, and Canada based on
U.S. census definitions for regional comparison.18 An email
with an invitation link to participate was sent to the program
coordinators and program directors of 298 programs to be
disseminated to residents in their respective programs.
Within the email, residents were informed of the purpose
and of the study. Consent was indicated when a participant
utilized the provided link to complete the survey.

Each survey was identical with some adaptive questioning
based on the respondent’s response. Survey questions
were not randomized. All survey questions included a
“nonresponse” field to minimize missing data. All 17 sur-
vey questions were displayed on one page. Participants
were given the option to withdraw at the end of the sur-
vey if they desired. Responses could not be changed once
submitted. However, participants could review their
answers prior to submission. Surveys with no missing
data were classified as complete. Surveys with skipped
questions were considered partially completed. Skipped
questions were treated as missing data in analysis. No par-
ticipants were removed from the study for completing the
survey too quickly. A response rate of 5% was expected
given the survey study design, lack of incentive, lack of
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face-to-face contact with participants, and indirect invita-
tions through program coordinators and program direc-
tors. Therefore, our goal was a minimum of 261 responses
based on the 5,226 reported active OBGYN residents.19

Data were analyzed using Stata version 12.1 (StataCorp,
College Station, Texas) statistical software. Determination
of normal data distribution was conducted by assessing
skewness and kurtosis, the Shapiro-Wilk normality test,
and evaluation of plotted histograms. After determination
of data distribution, all normally distributed continuous
variables were evaluated with a Student t-test, with cor-
rection if necessary for unequal variances. Nonnormally
distributed variables were evaluated using a Mann-
Whitney test. Categorical variables were evaluated with
the x 2 test or Fisher exact test, as appropriate. Statistical
significance was predetermined at P� 0.05.

RESULTS

A total of 293 residents responded to the survey, with a
median time to completion of 1minute and 49 seconds.
This response time did not impact the accuracy of the
responses as the completion rate was 100%. The residents
sampled represented 29 states and Canada (Figure 1).
Resident demographics are summarized in Table 1.
Residents were represented similarly in all postgraduate
year (PGY) levels: 63 PGY1 (21.5%), 75 PGY2 (25.6%), 84
PGY3 (28.7%), 69 PGY4 (23.6%), 2 unspecified (0.7%).
The study population included 257 females (87.7%) com-
pared to 35 males (11.9%).

Of those responding, 37.2% of residents stated that office
hysteroscopy was available at their institution, 49.5% of
residents stated office hysteroscopy was not available at
their institution and 13.3% of residents were unsure.
Further, 26.3% (77/293; 95% confidence interval [CI],
21.3% – 31.7%) of residents reported receiving training in
office hysteroscopy whereas 73.4% (215/293; 95% CI,
67.3% – 78.4%) reported that they did not. There was no
statistically significant difference in training among post-
graduate years or program regions. When stratified by
sex, a higher proportion of male residents received office
hysteroscopy training than their female peers (42.9% vs.
24.2% respectively, p= 0.019). The cited barriers to receiv-
ing training included: equipment not available (58.0%),
attending physicians not trained to perform (17.7%),
appropriate patient not encountered (16.5%), and attend-
ing physicians not willing to teach (4.5%). Analysis of the
open-ended responses from the 31.3% of respondents
who reported “other” barriers illustrated several themes

including: lack of nursing, lack of anesthesia, training re-
served for upper-level residents (i.e., PGY3 and PGY4 res-
idents), and office hysteroscopy only offered in private
clinics but not resident clinics. In the open-ended com-
ments, many residents were also unsure why the proce-
dure was not available.

In response to interest in learning office hysteroscopy,
majority of residents (93.9%; 275/293 95% CI, 90.5% –

96.3%) expressed interest in learning office hysteroscopy.
PGY4 residents (52.9%, p< 0.05) and residents interested
in maternal-fetal medicine (MFM) (47.1%, p< 0.05) com-
prised majority of the negative responses which was stat-
istically significant (Figure 2). When assessing for
collinearity, we determined that 75% of PGY4 residents
who indicated disinterest in learning office hysteroscopy
were also interested in pursuing a maternal-fetal medicine
fellowship.

Figure 1. A) Map of geographic locations of sampled residents’
residency programs. B) Map of accredited obstetrics and gynecol-
ogy residency programs that were contacted to participate in the
study.
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With respect to resident satisfaction with training, there
was a statistically significant (p< 0.05) difference in satis-
faction between OR hysteroscopy training (91.1%), other
gynecological surgical training (86.7%), and office hyster-
oscopy training (11.3%) (Figure 3). Furthermore, only
17.4% of PGY4 residents reported they could perform
office hysteroscopy independently upon graduating. Of
the PGY4 residents who reported being able to perform
office hysteroscopy independently, 83.3% of those residents

(14.5% of all PGY4s) reported feeling comfortable per-
forming the procedure. Less than half of PGY4 residents
(42.0%), stated they could perform office hysteroscopy
if proctored and 40.6% stated they could not perform the
procedure even in a proctored environment.

DISCUSSION

Hysteroscopic surgery is an invaluable tool for the assess-
ment and treatment of gynecological problems in patients.
Advancements in technology have helped tailor its use to
evaluate and treat numerous gynecologic conditions in an
office setting. However, our study identifies a gap in
resident training in ACGME accredited programs with
only 26.3% of residents receiving training in office
hysteroscopy.

Office procedures pose unique obstacles and require a
different skill set and expertise when compared to proce-
dures performed in the operating room.12 Providers must
have the basic surgical skills necessary to perform the pro-
cedure and the knowledge of how to navigate patient
selection, pain, anxiety, and intolerance. At times proce-
dural modifications may also be necessary in order to suc-
cessfully complete the procedure, such as performing
vaginoscopy, utilizing smaller instrumentation, or over-
coming a stenotic cervix with micrograspers or scissors.
Given these obstacles we argue that even though resi-
dents have demonstrated competency in performing hys-
teroscopy in the operating room those skills are not
completely transferable to the office setting. Training in
office procedures poses additional challenges as patients
are awake and may be less amenable to having their pro-
cedure performed by a trainee.20 Therefore, a focus on
improving office hysteroscopy training is critical as office
hysteroscopy allows providers to offer the ideal method
of endometrial sampling and cavity assessment in the
most cost-effective manner.11,21,22

Interestingly, a greater proportion of males reported
receiving training in office hysteroscopy than women
which was statistically significant (p= 0.019). Implicit
biases have been well documented within the medical
field and not only impact the way physicians treat patients
but how they view leadership in medicine.23,24 These
biases in turn have resulted in gender disparities for
women in medicine, particularly for those in surgical spe-
cialties.25 Studies have demonstrated the impact of gen-
der disparities on resident surgical training including
decreased operative autonomy and decreased surgical
opportunities.25,26 In 2018, 83% of OBGYN residents

Table 1.
Resident Demographics

Demographic Characteristics n (%), N = 293

Year in Residency

PGY1 63 (21.5%)

PGY2 75 (25.6%)

PGY3 84 (28.7%)

PGY4 69 (23.6%)

Not Specified 2 (0.7%)

Sex

Male 35 (11.9%)

Female 257 (87.7%)

Not Specified 1 (0.3%)

Demographic Region

Northeast 77 (26.3%)

Midwest 74 (25.3%)

West 17 (5.8%)

South 43 (14.7%)

Canada 16 (5.5%)

Not Specified 66 (22.5%)

Post Residency Plans

General Obstetrics and Gynecology 150 (51.4%)

Fellowship 101 (34.5%)

Maternal Fetal Medicine 26 (8.9%)

Minimally Invasive Gynecologic Surgery 21 (7.2%)

Gynecologic Oncology 20 (6.8%)

Urogynecology 13 (4.5%)

Family Planning 9 (3.1%)

Reproductive Endocrinology and Infertility 9 (3.1%)

Pediatric & Adolescent Gynecology 2 (0.7%)

Not Specified 1 (0.3%)

Unsure 41 (14.0%)

Not Specified 1 (0.3%)

Abbreviation: PGY, postgraduate year.
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were female.27 Despite the trend toward female pre-
dominance in the field, there are still gender disparities
that are evident in training. Educators should be cogni-
zant of, and address, these disparities given the poten-
tial impact on physician growth in the field.

We found that majority of residents desired to learn
office hysteroscopy. In evaluating the minority of resi-
dents who were not interested in learning office hyster-
oscopy, nearly half reported an intent to pursue a
fellowship in maternal-fetal medicine and likely did not

feel that learning office hysteroscopy was relevant to
their future practice. Residents also expressed satisfac-
tion in their training in OR hysteroscopy and in their
overall gynecological surgical training but had low sat-
isfaction in office hysteroscopy training. These findings
confirm that while overall residents feel that gynecolog-
ical training is adequate, there is a deficiency in office
hysteroscopy specifically.

With respect to resident preparedness for independent
practice, our study found that less than one-fifth of

Figure 2. Comparison of residents interested and not interested in learning office hysteroscopy. A subgroup analysis of residents not
interested in office hysteroscopy illustrates their post-residency practice plans.

Figure 3. Evaluation of resident satisfaction with office hysteroscopy training, operating room hysteroscopy training, and other gyne-
cological surgery training. satisfaction assessed on a five-point likert scale.
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graduating PGY4s felt comfortable performing office hys-
teroscopy upon graduation. Only 14.5% of the PGY4 resi-
dents felt comfortable performing office hysteroscopy and
felt they could independently perform the procedure after
graduation. In contrast, a recent study by Banks et al.,
found that 99.5% of fourth year residents felt prepared to
perform operative hysteroscopy by the time of gradua-
tion. While 99.2% of those residents felt confident in their
ability to do so.28 This again illustrates a large discrepancy
in residents’ preparedness to perform office hysteroscopy
compared to hysteroscopy in the operating room. This
discrepancy is likely due to insufficient training in office
procedures and highlights a need for more focus in this
area during residency.

Strengths of this study are that it utilizes a validated sur-
vey tool and follows the formalized structure of the
CHERRIES guidelines. It also addresses an area of
research with limited data. In contrast to other studies
that evaluate resident education and competence, we
looked specifically at perceived confidence which
heavily impacts whether a procedure is performed in
independent practice. We ultimately identify a defi-
ciency in residency training and the barriers to receiv-
ing office hysteroscopy. Our study is limited by its
sample size. The demographics of the sample popula-
tion mirrors the distribution of the programs that were
sampled. However, there was a lower response rate
from residents training in residency programs in the
West. Therefore, these findings may not be as general-
izable to western residency programs. Additionally,
since residents were grouped by regions and not by
their individual residency programs our study may be
confounded by selection bias amongst the responders.
Our study did not assess resident satisfaction with all
office-based procedures. Therefore, it is unknown
whether resident dissatisfaction with training is specific
to office hysteroscopy or with office-based surgery in
general. This would be a good area of research for the
future. Finally, our study does not address whether
improving training in office hysteroscopy would ulti-
mately impact adoption of this modality in future
practice.

CONCLUSION

In conclusion, while office hysteroscopy is a valuable
gynecological procedure, resident training is lacking.
Thus, residents are left unprepared to perform the pro-
cedure upon graduation. Our data demonstrate that

residents are both interested in learning office hyster-
oscopy and are dissatisfied in their training. Programs
should focus on increasing training in this area, as this
would improve residents’ comfort and ability to adequately
perform hysteroscopy in the office so that it can be incor-
porated into their future practice.
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